VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection-
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

November 18, 2011

Ms. Lynnette Smith, Administrator
Residential Care At The Manor
577 Washington Highway
Morrisville, VT 05661

Dear Ms. Smith:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 20, 2011. Please post this document i in a prominent place in your facility.

We may follow-up to verify that substantial comphance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure
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5.10 Medicalion Management

5.10.g Homes must establish procedures for
documentation sufficient to indicate to the
physician, registered nurse, certified manager or
representatives of the licensing agency that the

| medication regimen as ordered is approptiate -

and effective, At a minimum, this shall include:

(1) Documentation that medications were
administered as ordered;

(2) All instances of refusal of medications,
including the reason why and the actions taken by
the home; . .

(3) All PRN medications administered, including
the date, time, reason for giving the medication,
and the effect; '

{(4) A current list of who is administering
medications to residents, including staff to whom
a nurse has delegated administration; and

(9) Forresidents receiving psychoactive
medicalions, a record of monitoring for side
effects.

(6) All incidents of medication errors.

This REQUIREMENT is not mel as evidenced
by:
Based on record review and staff interviews, the

. éﬁ‘g,:'& (EACH DEFICIENCY MUST BE PRECEDED BY FULL pR‘Sﬁx (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
R100; Initial Comments; R100
An unannounced survey {0 assess compliance
with Vermont Residential Care Home Licensing
Regulations was conducted by the Division of
Licensing and Protection from 9/19- 9/20/111. The _
following regulatory violations were identified.
_ . R171 The AIMS test for
R171| V. RESIDENT CARE AND HOME SERVICES R171 resident #1 was completed
§8=D )

on 9/20/11. Follow up
assessments will be
scheduled to occur in the
computerized medical
record going forward,
Residential Care Director
will perform audit in the
computer quarterly to ensure
compliance.

Lonplikd by G-20-1
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facility failed to assure that an assessment was
completed to monitor the potential side effects of
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5.11 Staff Services

5.11.¢ All lraining to meet the requirements of
5.11.b shall be documented. Training in direct
care skills by a home's nurse may meet this
requirement, provided the nurse documents the
content and amount of training

This REQUIREMENT is not met as evidenced
by,

Based on review of staff education compuler .
documentation, the facility failed to document
required training hours for 1 direct care staff,
Findings include:

Per review of computer printouts of staff
education hours, the 12 hours per year of
required training was not documenled in the
employee’s record for one employee sampled.
Per review of the education hours of the Personal

the hours recorded are as follows: 10/8/08-
11/8/09 there are 3.0 education hours

. ——-ni-Care Attendant.employed since.October- 2008, —....| - - ...~

A180

for training and asking her
to meet with the Staff
Education Coordinator to
ensure completion of hours
for this year. Current Staff
Education Coordinator is
now using the computer to
track training hours and staff
are removed from the
schedule if the requirements .
are not met until they are
completed. Residential Care
Director will review hours
on each staff member
quarterly and send out
reminders to staff,

&2;& (EACH DOEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENCY)
R171| Continued From page 1 . R171
an antipsychotic medication for 1 of 3 residents
sampled. (Resident #1) Findings include:
Per record review on 9/20/11, Resident #1 had an )Q 190 Po C @&&W ”/5 / "
order for the antipsychotic medication Seroque! g
37.6 mg PO (by mouth) at bedtime. The resident WM\ (,MV\/@O'X——/Q'\)
was admitted in February of 2011, and there was
no evidence of any side effect monitoring
assessment completed upon admission or since
that time. Per interview on 9/20/11 at 2:15 PM,
the Nurse Manager confirmed that a side effect R180 Staff member .in
assessment had not been completed for this ' '
resident. : question was given a letter
explaining the expectations
R180| V. RESIDENT CARE AND HOME SERVICES

Comglated l;,' 10.20 ]
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R180| Continued From page 2 R180
documented. From 11/5/09- 12/9/09 there 1.5 hrs R 847 Poc W‘/}ﬁ@[ H /3 [+
listed, and no more recorded hours until 2/2/10. W
For the year of 2010 a total of 4.5 hrs was MZ’ RN
recorded. In 2011 there are only two entries that -
total 1 hour. Per interview on 9/20/11 at 3:15 PM, R24 '
the Staff Education Coordinator confirmed that 7 Thermometer was
the yearly total education hours and required changed in the refrigerator
content were not met for this employee. 9/20/11. Tt was discovered
VII. NUTRITION AND FOOD SERVICES R247 by the Hospitality Service
Director that the large
7.2 Food Safety and Sanitation P 1t-chers US(?d f01‘Ju1ce were
' ' being kept in the door, and
7.2.b All perishable food and drink shall be were preVenting the
labeled, dated and held at proper temperatures: fri d
(1) Ator below 40 degrees Fahrenheit. (2) Ator relrigerator door from
above 140 degrees Fahrenheit when seived or closing properly. Stock in
heated prior to service. refrigerator was reduced to
This REQUIREMENT is not met as evidenced allow the door to close
by: - L easily fo '
Based on observation and staff interview, the .y r the r‘?SldemS who
facility failed to assure that food was stored at use 1t, The refrigerator
proper temperatures. Findings include: temperature log sheet was
Per observation on 9/19/11 at 9:45 AM, the updated to include
refrigerator in the shack kitchenette held a parameters for proper
thermometer that read 45 degrees Fahrenheit. At’ tem .
10:45, an hour later, the thermometer read 48 P e_ratl.ne range and who
degrees F. Also on 9/19/11. at 2:20 PM, the to notify if temperatures are
thermometer was read at 44 degrees F. Per out of range. The
interview with the staff at this time, they stated Hospitality Servi
that the upstairs kitchen staff bring down snacks, f)splta Ity Services
juices, a_tl‘;f sftock- thetrefrigti;ator, and atlso arg l Director will review the log
responsible for monitoring the temperatures daily.
Per interview on 9/19/11 at 3:50 PM, the Food sheets monthly for
—_ _ | Service_Supervisor.confirmed.that the___ e |-_compliance, __ . .
thermometer was reading 46 degrees F. and
replaced the thermometer with a brand new one. [‘ WH, b, 9 20 . M
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about the out of range lemperatures recorded on
the log for the month of September.
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R247 | Continued From page 3 R247
At this time it was also confirmed that the staff
were trained to recognize proper temperatures for
the refrigerator, and they had not alerled anyone
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